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World Kidney Day — 
March 8, 2007 


March 8 marks the second observance of World 
Kidney Day, which was established by the International 
Federation of Kidney Foundations to increase awareness 
of kidney disease and educate persons at risk regarding 
the importance of prevention and early detection. Dur- 
ing 1988-1994, an estimated 20 million persons in the 
United States had chronic kidney disease (CKD) (7). CKD 
is caused primarily by diabetes and high blood pressure 
(2), and persons with a family history of kidney disease 
also are at risk (3). In addition, persons with CKD are at 
increased risk for cardiovascular disease and are more likely 
to die from cardiovascular disease than progress to kidney 
failure (4). 

Throughout March (National Kidney Month), MMWR 
will publish reports related to CKD and its complications. 
Additional information regarding kidney disease is avail- 
able from the National Institutes of Health at http:// 
www.nkdep.nih.gov. Information regarding World 
Kidney Day activities is available from the National 
Kidney Foundation at http://www.kidney.org. 
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Prevalence of Chronic Kidney 
Disease and Associated 
Risk Factors — United States, 
1999-2004 


Chronic kidney disease (CKD) is a serious condition asso- 
ciated with premature mortality, decreased quality of life, and 
increased health-care expenditures. Untreated CKD can re- 
sult in end-stage renal disease and necessitate dialysis or kid- 
ney transplantation. Risk factors for CKD include 
cardiovascular disease, diabetes, hypertension, and obesity 
(/—3). To estimate the prevalence of CKD in the United States 
(overall and by health risk factors and other characteristics), 
CDC analyzed the most recent data from the National Health 
and Nutrition Examination Survey (NHANES). This report 
summarizes the results of that analysis, which determined that 
16.8% of the U.S. population aged >20 years had CKD, 
according to 1999-2004 NHANES data, compared with 
14.5% from the 1988-1994 NHANES (i.e., NHANES IID), 
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an increase of 15.9% based on crude estimates of prevalence* 
(4). Persons with diabetes or cardiovascular disease had a greater 
prevalence of CKD than persons without those conditions. 
The results underscore the need to continue surveillance for 
CKD and its risk factors in the United States and to imple- 
ment new strategies to reduce the number of persons with 
this condition. 

NHANES is a continuous survey of the health and nutri- 
tional status of the U.S. civilian, noninstitutionalized popula- 
tion; samples of participants are selected through a complex, 
multistage probability design. NHANES collects data through 


interviews in participants homes and medical examinations 


conducted in a mobile examination center.’ Although data are 


collected continuously, they are released in 2-year increments. 
The analyses in this report use combined NHANES data from 
three survey periods: 1999-2000, 2001-2002, and 2003-2004. 

The NHANES examination includes measurement of 
serum creatinine and urine albumin and creatinine from a 
single spot urine test. For this study, kidney damage (stages 1 
and 2 only) was suggested by the presence of albuminuria 
(i.e., abnormal amounts of urine albumin assessed by the urine 
albumin to urine creatinine ratio [ACR]).° Persons with 
apparent kidney damage included those with 
microalbuminuria (ACR of 17-250 mg/g for men or 25-355 
mg/g for women) or macroalbuminuria (ACR of >250 mg/g 
for men or >355 mg/g for women). Level of kidney function 
was estimated from the glomerular filtration rate (GFR), with 
lower values corresponding to diminished kidney function. 
CKD prevalence was estimated from apparent kidney dam- 
age and kidney function and categorized into stages, with 


increasing stage numbers corresponding to increased severity, 





*To enable comparison of CKD prevalence from 1999-2004 NHANES with 
that from NHANES III (1988-1994), data from th ler report were 


e older 
| 


recalculated using 1999-2004 NHANES criteria, resulting in an estimated 


CKD prevalence of 14.5% for adults aged >20 years. The nev 
for a single spot urine test to determine albuminuria (i. 

i.e., an initial test and a confirming test 
were conducted for some participants in NHANES III. For parti 


NHANES III who had received two tests, the initial urine test wz 


recalculation. Initial analyses of NHANES data, using two tests 


damage) instead of two tests 


in an estimated CKD prevalence of 11.0% for adults aged > yeal 
Comparison of crude estimates for CKD overall is presented because NHANES 
II] data were not age standardized 


Additional NHANES informatio 


nhanes.htm 


available at hetp://www.cdc.gov/nch 


Stages 1 and 2 refer to CKD indicators, rather than actual CKD, because 
persistent albuminuria assessed from two urine samples is required to confirm 
the presence of kidney damage, whereas one sample suggests that kidney damage 


is likely present 
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according to the National Kidney Foundation classification 
system (2,5).$ 

CKD prevalence estimates were calculated by demographic 
characteristics (i.e., age group, sex, race/ethnicity, and educa- 
tion level) and by CKD risk factors: diagnosed diabetes, diag- 
nosed cardiovascular disease, hypertension,** and body mass 
index group.'' Diabetes was defined as self-report of diagno- 
sis by a doctor or other health professional. Cardiovascular 
disease was defined as self-report of diagnosis by a doctor or 
other health professional of congestive heart failure, coronary 
heart disease, angina, stroke, or heart attack. 

Data were analyzed using sample weights to account for 
differential probabilities of sample selection, nonresponse, and 
sample noncoverage. Estimates by demographic characteris- 
tic and risk factor were age standardized to the 2000 U.S. 
standard population aged >20 years. Two sample ¢ tests were 
used to test the statistical significance (p<0.05) of differences 
in CKD prevalence (all stages) between population subgroups. 

The total crude (i.e., not age-standardized) CKD prevalence 
estimate for adults aged >20 years in the United States was 
16.8%. By disease stage, the prevalences were as follows: stage 
1, 5.7%; stage 2, 5.4%; stage 3, 5.4%; stages 4/5, 0.4% (Table). 
By age group, CKD (all stages) was more prevalent among 
persons aged >60 years (39.4%) than among persons aged 
40-59 years (12.6%) or 20-39 years (8.5%). By education 
level, CKD (all stages) was more prevalent among persons 
with less than a high school education (22.1%) than persons 


with at least a high school education (15.7%). CKD preva- 


lence also was greater among persons with diabetes than among 


those without diabetes (40.2% versus 15.4%), among per- 


sons with cardiovascular disease than among those 





3 Stage 1: GFR >90 mL/min/1.73m- with kidney damage (i.e., presence of 
albuminuria); Stage 2: GFR 60-89 mL/min/1.73 m2 with kidney d image; 
Stage 3: GFR 30-59 mL/min/1.73 m-; Stage 4: GFR 15-29 mL/min/1.73 
m?; and Stage 5: GFR <15 mL/min/1.73 m-. Notes: GFR = 186.0 x (serum 
creatinine 7" X age 03 (0.742 if female) x (1.21 if black). An alternate 
method was developed recently that can provide more accurate GFR estimates 
ind will be used in future estimates, when possible. Additional information is 
available at http://www.nkdep.nih.gov/resources/laboratory_reporting.htm#fn4¢ 
Serum creatinine measures for 1999-2000 NHANES data, as recommended 
by NHANES, were standardized as follows: 1.013 x NHANES creatinine + 
0.147. In addition, creatinine measures were standardized for NHANES III 

1988-1994) data as follows: 0.960 x NHANES III creatinine — 0.184 
Additional information is available at http://www.cdc.gov/nchs/data/nhanes 
frequency/lab18_doc.pdf 

* Systolic blood pressure >140 mm Hg, diastolic blood pressure >90 mm Hg 

or reported current use of a prescription medication for hypertension 

Body mass index = weight (kg) / height m~). Normal = 18.5—24.9 overweight 


25.0-—29.9, and obese 30.0 


without cardiovascular disease (28.2% versus 15.4%), and 
among persons with hypertension than among those without 
hypertension (24.6% versus 12.5%). In addition, CKD preva- 
lence was greater among non-Hispanic blacks (19.9%) and 
Mexican Americans (18.7%) than among non-Hispanic whites 
(16.1%). This racial/ethnic disparity was most pronounced 
among participants with stage 1 CKD. In that group, Mexi- 
can Americans had a prevalence of 10.2% and non-Hispanic 
blacks had a prevalence of 9.4%, compared with 4.2% for 
non-Hispanic whites. 

Reported by: S Saydah, PhD, M Eberhardt, PhD, National Center 
for Health Statistics; N Rios-Burrows, MPH, D Williams, MD, PhD, 
L Geiss, MA, Div of Diabetes Translation, National Center for Chronic 
Disease Prevention and Health Promotion; R Dorsey, PhD, EIS Officer, 
iA 


Editorial Note: This report provides the most current 
nationally representative estimates of CKD in the U.S. popu- 
lation. The findings indicate that CKD affected an estimated 
16.8% of adults aged >20 years during 1999-2004, an 
increase from the recalculated NHANES III (1988-1994) 
estimate of 14.5%. Persons with CKD have high rates of mor- 
bidity, mortality, and health-care utilization (6,7). The find- 
ings in this report suggest that CKD is a growing health 
problem in the United States. 

CKD prevalence was greater among older persons and 
among persons with diabetes, cardiovascular disease, and 
hypertension than among persons without these conditions, 
supporting previous findings (2,6). Mexican Americans and 
non-Hispanic blacks had greater prevalence of CKD than non- 
Hispanic whites. The large disparity in prevalence among those 
with stage 1 CKD might be explained, in part, by racial/ 
ethnic differences in microalbuminuria among non-Hispanic 
blacks and Mexican Americans (8). 

Activities aimed at preventing CKD or its progression can 
decrease prevalence of the most severe form of CKD, stage 5 
(i.e., end-stage renal disease), which is associated with increased 
morbidity and mortality and diminished health-related qual- 
ity of life (/). Both the incidence and prevalence of end-stage 
renal disease have increased during the past 30 years and are 
expected to continue increasing through 2010 (/,9). Treat- 
ments such as control of high blood pressure in the early stages 
of CKD can prevent progression to end-stage renal disease (2). 

The findings in this report are subject to at least four limi- 
tations. First, albuminuria was used to determine kidney dam- 
age for categorizing persons as having stage | and stage 2 CKD, 


but albuminuria is not the only marker for kidney damage. 
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TABLE. Prevalence of chronic kidney disease among adults aged >20 years, by disease stage” and selected characteristics — 
National Health and Nutrition Examination Survey, United States, 1999-2004 


All stages Stage 1' Stage 2' Stage 3 Stages 4/5 
Characteristic No. in sample % (95% Cis) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl)) 
Total (not age 
standardized) 12,7851 16.8 (15.9-17.7) 5.7 (5.1-6.3) 5.4 (4.8-6.0) 5.4 (4.9-5.9) 0.4 (0.3-0.5) 
Age group (yrs) 
20-39 4,565 8.5 (7.3-9.8)** 5.9 (5.0-6.9) (1.7-2.7) 0.3 (0.2-0.6) 0.1 (0.1-0.3) 
40-59 3,848 12.6 (11.3-13.9)** 5.8 (4.8-7.0) (3.6—5.5) 2.1 (1.6-2.8) 0.2 (0.1-0.4) 
>60 (referent) 4,372 (37.5—41.2) 5.0 (4.1-6.1) (11.3-—14.5) 20.3 (18.6—22.0) 1.3 (1.0—1.7) 
Sextt 
Male 6,080 (16.6—18.7) 6.3 (5.6-7.1) (5.6—7.2) 4 (4.0—5.1) 0.4 (0.3-0.6) 
Female 6,705 (15.7-17.8) 5.1 (4.4—5.8) (4.0—5.6) (5.9-7.1) 0.4 (0.3-0.6) 
Race/Ethnicitytt $§ 
White, non-Hispanic 
(referent) (15.2-17.1) (3.7-4.9) (5.0-6.6) (5.3-6.4) , (0.2—-0.5) 
Black, non-Hispanic (18.2-21.8)** (8.0—10.9) - (3.9-5.7) (4.0—5.6) (0.7-1.6) 
Mexican-American (17.2-20.2)" (8.9-11.6) (4.2-5.8) (2.3-3.6) (0.5—1.0) 
Educationtt 
Less than high school (20.6-23.6)** (7.8—10.4) (5.2-7.0) 5 (5.8-7.3) (0.4—0.8) 
High school graduate 
General Education 
Diploma or higher 8,637 (14.8-16.7) (4.2-7.0) ‘ (4.3-5.6) (4.7-5.9) (0.3-0.5) 
Diagnosed diabetes't 
Yes 1,228 (34.8-—45.8)** (15.3-24.5) (8.4—15.2) (6.9-9.8) (0.7-—1.7) 
No 11,374 (14.4—16.4) (4.3—5.5) (4.4—5.8) 5 (4.7-5.8) (0.2-0.4) 
Diagnosed cardiovascular 
diseasett 
Yes 1,436 28.2 (23.2-33.9)" (3.1-6.5) 10.8 (7.0-16.4) (8.9-12.3) 2.4 (1.2-5.0) 
No 11,283 15.4 (14.6-16.3) (5.0-6.3) 5.1 (4.5-5.7) (4.0—5.1) 0.2 (0.1.-0.3) 
Hypertensiontt *** 
Yes 4,469 24.6 (22.5-26.8)"* : (7.8—10.7) 7.1 (6.0—8.4) (6.5-8.2) 1.1. (0.7-1.7) 
No 7,932 12.5 (11.7-13.3) (3.9-5.1) 4.1 (3.3—5.0) (3.3-4.3) 0.2 (0.1-0.4) 
Body mass indextt ttt 
Normal (referent) 3,762 15.8 (14.1-17.7) 5.2 (4.3-6.2) 5.0 (4.0-6.2) 
Overweight 4,528 14.7 (13.4—16.0) 43 (3.6—5.1) 4.7 (4.0—5.6) 
Obese 3,988 19.8 (18.2-21.5)% 7.9 (5.9-8.4) 6.5  (5.5-7.7) 











(4.3-6.3) 0.5 (0.4-0.7) 
(4.7-6.0) 0.4 (0.2-0.6) 
(5.1-6.6) 0.4 (0.2-0.6) 


* Increasing stage number corresponds to increased severity, in accordance with the National Kidney Foundation classification system. Stage 1: Glom- 
erular filtration rate (GFR) >90 mL/min/1.73m? with kidney damage (i.e., presence of albuminuria); Stage 2: GFR 60-89 mL/min/1.73 m? with kidney 
damage; Stage 3: GFR 30-59 mL/min/1.73 m2; Stage 4: GFR 15-29 mL/min/1.73 m?; and Stage 5: GFR <15 mL/min/1.73 m@. Notes: GFR = 186.0 » 
(serum creatinine) '-'>* x age-“°S x (0.742 if female) x (1.21 if black). An alternate method was developed recently that can provide more accurate GFR 
estimates and will be used in future estimates, when possible. Additional information is available at http://www.nkdep.nih.gov/resources 
laboratory_reporting.htm#fn4e. Serum creatinine measures for 1999-2000 NHANES data, as recommended by NHANES, were standardized as follows 
1.013 x NHANES creatinine + 0.147. In addition, creatinine measures were standardized for NHANES III (1988-1994) data as follows: 0.960 x NHANES 
lll creatinine — 0.184. Additional information is available at http://www.cdc.gov/nchs/data/nhanes/frequency/lab18_doc.pdf 

' Stages 1 and 2 refer to CKD indicators, rather than actual CKD, because persistent albuminuria assessed from two urine samples is required to confirm 
the presence of kidney damage, whereas one sample suggests that kidney damage is likely present 
Confidence interval 
Subgroups might not sum to total because of missing data for certain characteristics 

* p<0.0001 

' Age standardized to the 2000 standard U.S. population, by using age groups 20-39, 40-59, and >60 years 

33 Data for persons of other racial/ethnic groups not included here are included in estimates elsewhere in the table 
p<0.001 
* Systolic blood pressure >140 mm Hg, diastolic blood pressure >90 mm Hg or reporting current use of a prescription medication for hypertension 
' Body mass index = weight (kg) / height (m*). Normal: 18.5-24.9, overweight: 25.0-29.9, and obese: >30.0 


an o 
ow PY 





Urine sediment and abnormal imaging tests also are used to indicators, rather than actual disease, because two urine 
determine kidney damage; however, these tests were not avail- samples were not available in NHANES 1999-2004 to assess 
able in NHANES. As a result, kidney damage and reported 


persistent albuminuria and confirm the presence of kidney 
prevalence of stage 1 and stage 2 CKD might be underesti- damage. Previous analyses of NHANES III data demonstrated 


mated (5). Second, estimates for stages 1 and 2 reflect CKD that using two urine tests to confirm kidney damage produced 
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a lesser prevalence of stage 1 and stage 2 CKD compared with 
using one urine test, resulting in more conservative estimates 
for CKD overall (11.0% versus 14.5%). Thus, CKD in this 
report might be overestimated (4). Third, the data are cross- 
sectional, not longitudinal, preventing assessment of whether 
risk factors caused or resulted from CKD. Finally, the num- 
ber of persons with stages 3, 4, and 5 CKD is small, limiting 


the power of the analysis and precluding separate estimates 


for persons with stage 4 and stage 5 and comparison of 


estimates by demographic characteristic and risk factor. 

New programs aimed at decreasing the number of CKD 
cases were established recently (/,/0). The National Kidney 
Disease Education Program provides resources to the public, 
patients, and health-care professionals with the goal of reduc- 
ing morbidity and mortality from kidney disease complica- 
tions. World Kidney Day was instituted in 2006 to increase 
awareness of kidney disease and promote early detection. 
Continued surveillance of albuminuria and serum creatinine 
using NHANES can track the prevalence of CKD, monitor 
trends, and identify groups at high risk, enabling targeted pro- 
grams. Finally, CDC is working with Johns Hopkins Univer- 
sity and the University of Michigan to develop a comprehensive 
national surveillance system for CKD that will monitor early 
stages of the disease and its risk factors and the effects of CKD 
on the U.S. population. 
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Escherichia coli 0157:H7 Infection 
Associated with Drinking Raw Milk — 
Washington and Oregon, 
November-December 2005 


During the week of December 5, 2005, public health offi- 
cials in Clark County, Washington, were notified of four 
county residents with laboratory-confirmed Escherichia coli 
O157:H7 infection. All four residents reported having con- 
sumed raw (i.e., unpasteurized) milk obtained from a farm in 
neighboring Cowlitz County, Washington. The farm partici- 
pated in a cow-share program, in which persons purchase 


interests in, or shares of, dairy cows in return for a portion of 


the milk produced.* The farm had five dairy cows and regu- 


larly provided raw milk to shareholders. Although the sale of 
raw milk and cow-share agreements are illegal in certain states, 
they are legal in Washington; however, Washington farms that 
provide raw milk to consumers must be licensed, meet state 
milk-production and processing standards, and pass health 
and sanitation inspections by the state department of agricul- 
ture (/). The Cowlitz County farm was not licensed. This 
report summarizes the investigation of F. coli OQ157:H7 cases 
associated with the farm and reinforces previous warnings 
about the health hazards of consuming raw milk. 

lhe farm’s shareholder list, obtained through a court order, 
was used to conduct a retrospective cohort study to identify 
risks for infection. During December 16-19, 2005, sharehold- 
ers were interviewed by telephone using a standard question- 
naire to collect information regarding their milk consumption 
since November 20, 2005. Forty-three of the 45 families who 
held shares in the dairy cows from the farm were interviewed; 
information regarding 157 persons was collected. A case was 
defined as either 1) laboratory-confirmed F. coli O157:H7 
infection or 2) diarrhea with abdominal cramping or blood in 
a person with illness onset during November 20—December 
13, 2005, who was a customer of the farm. Additional cases 


in the community were identified using faxed health alerts 





1 a cow-Share agreement, a person who does not own, house, or care for the 


nilking cow signs a contract or an agreement with the owner of the cow pays 


‘ 


an initial contract fee, and pays a monthly fee for the boarding and care of the 
cow. Depending on state law, the person might subsequently have partial 
ownership in the cow. In exchange for the fees, the person has the right to 
receive on a weekly basis a certain amount of unpasteurized milk, milk products, 
or both produced from the cow. The person can either pick up the unpasteurized 

n or pay someone else to pick it up and deliver it or can pay a fee 


the cow to have the products delivered 
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and media releases to notify health-care providers, infection- 
control practitioners, neighboring public health agencies, and 
the public of the cluster of illnesses. 

Eighteen cases were identified among the 43 families who 
were interviewed, and eight (44%) of these were laboratory 


confirmed. Dates of illness onset ranged from November 29 
2 ) 


to December 13, 2005 (Figure). Patients were residents of 


two southwest Washington counties and one northwest 
Oregon county. The median age was 9 years (range: 1-47 
years); nine (50%) were female. Among the 18 patients, 17 


(94%) reported diarrhea, 13 (72%) bloody diarrhea, and 13 


(72%) abdominal cramps. Five patients (28%), aged 1-13 
years, were hospitalized; four of these had hemolytic uremic 
syndrome (HUS). Seventeen patients were farm shareholders 
or children of shareholders; one patient, a child aged 10 years, 
was a friend of a shareholder. 

Of 140 persons who reported consuming raw milk from 
the farm, 18 (13%) became ill; among the 157 persons for 


whom information was obtained, no illness was reported 


among those who did not consume raw milk. Among 102 of 


140 exposed persons who provided information about their 
raw milk consumption during November 20—December 13, 
the relative risk for illness increased with the average number 
of cups of milk consumed daily. The dose-response trend for 
average daily consumption was statistically significant 
(p=0.008 by expanded Mantel-Haenszel chi-square test), with 
attack rates of 3.6% for 0-0.9 cups of milk, 6.7% for 1-1.9 
cups, 14.3% for 2-2.9 cups, and 37.5% for >3 cups. Visiting 
the farm and consumption of raw milk products from other 


sources were not associated with illness. 


FIGURE. Number of persons reported with Escherichia coli 
0157:H7 infections who were customers of a Cowlitz County, 
Washington, farm, by date of illness onset and state of 
residence — Washington and Oregon, November—December 2005 


Day and montr 


“n= 17. Although 18 cases were identified during the investigation, for one 
patient who was asymptomatic, date of illness onset could not be 
established 


Pulsed-field gel electrophoresis (PFGE) was used to analyze 
E. coli 0157:H7 isolates from stool samples from eight 
patients; seven (88.0%) isolates had PFGE patterns that were 
indistinguishable (pattern A), and one isolate from an 
Oregon patient had a PFGE pattern that differed from 
pattern A by one band. 

E. coli 0157:H7 also was isolated from raw milk samples 
obtained from the farm and one shareholder. In addition, 
E. coli 0157:H7 was isolated from seven environmental 
samples collected from the floor of the farm milking parlor. 
All E. coli O157:H7 isolates from milk and environmental 
samples had PFGE pattern A. No E. coli O0157:H7 was 
isolated from stool samples of any of the farm’s five cows. 

During inspections of the farm, officials from the Washing- 
ton State Department of Agriculture (WSDA) noted mud and 
manure accumulation in the entrance to the milking parlor 
and on the rubber mats covering the dirt floors of the parlor. 
The bucket used for milk collection had direct contact with 
these surfaces. Inspectors also noted inadequate hand- 
washing facilities and improper procedures for cleaning milk- 
ing equipment and handling fresh milk. 

On December 9, 2005, the farm contacted shareholders and 
advised them to discard any remaining raw milk. After a court 
order was obtained by the Cowlitz County Health Depart- 
ment and an embargo was placed by WSDA, the farm dis- 
continued sales of raw milk on December 13, 2005. No 
additional reports of illness associated with the farm have been 
rec ely ed. 

Reported by: M/ Bhat, MPH, / Denny, MD, Clark County Public 
Health, Vancouver; K MacDonald, PhD, ] Hofmann, MD, Washington 
State Dept of Health. S Jain, MD, M Lynch, MD, Div of Foodborne, 
Bacterial, and Mycotic Diseases, National Center for Zoonotic, Vector 
Borne, and Enteric Diseases proposed), CD¢ 

Editorial Note: F. coli. O157:H7 causes an estimated 73,000 
illnesses and 61 deaths annually in the United States (2). 
Approximately 8% of reported infections lead to HUS, par- 
ticularly in children aged <5 years and older adults (3); 4% of 
patients with HUS die (4). Raw milk is an important vehicle 
of transmission of F. coli O157:H7 and other pathogens, in- 
cluding Mycobacterium bovis, Listeria monocytogenes, and 
Campylobacter, Brucella, and Salmonella species (5,6). During 
1988-2005, a total of 33 outbreaks of Campylobacter species, 
E. coliO1\57:H7, and Salmonella species infections associated 
with raw milk consumption were reported to CDC (7). 

Several findings from this investigation indicate that con- 
sumption of raw milk was the cause of the outbreak: 1) all ill 
persons drank raw milk; 2) the illness risk increased with the 
amount of milk consumed; 3) E. coli O157:H7 was isolated 


from raw milk samples and environmental samples collected 
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from the milking-parlor floor; and 4) PFGE patterns of iso- 
lates from patient, milk, and environmental samples were 
indistinguishable. Investigators found several factors that might 
have contributed to contamination of milk at the farm, 
although previous outbreaks have demonstrated that even raw 
milk collected using stringent hygiene methods might be 
contaminated with pathogens (9). 

Although many consumers are aware that raw milk can con- 
tain pathogens, some believe that it has potential benefits (e.g., 
vitamins that are present naturally rather than added, enhanced 
fertility, and protection against tooth decay). However, the 
validity of any health or nutritional benefits from consuming 
raw milk has not been proven scientifically (6). 

Raw milk is a well-documented cause of enteric infections 
and was first recognized as one approximately 100 years ago 
(6). Pathogens that infect humans, including F. coliO157:H7, 
are shed in the feces of cows and can contaminate milk during 
the milking process. Using standard hygiene practices during 
milking (e.g., washing hands, keeping equipment clean, and 
keeping the milking area separated from other areas) can 
reduce but not eliminate the risk for milk contamination. Pas- 
teurization decreases the number of pathogenic organisms, 
prevents transmission of pathogens, and has been determined 
to improve the safety of raw milk more than other measures, 
including certification of raw milk (8). Because raw milk cer- 
tification has failed to prevent many raw-milk—associated in- 
fections in the past, consumers should not assume that certified 
raw milk is free of pathogens (9). To prevent EF. coli O157:H7 
and other infections, consumers should not drink raw milk. 

In Washington, cow-share programs and the regulated sale 
of raw milk are legal; however, the Cowlitz County farm was 
not licensed, and it did not follow applicable sanitation and 
public health safety regulations. As a result of this outbreak, 
WSDA revised regulations to help ensure that milk producers 
who sell pasteurized milk and those who sell raw milk through 
cow-share programs obtain the appropriate state licenses and 
comply with milk-processing sanitation and public health 
guidelines. As of February 2007, raw milk could be sold 
legally in 27 states, including Washington. During 1973-1992, 
a total of 40 (87%) of the 46 reported raw-milk—associated 
illness outbreaks occurred in states in which the intrastate sale 
of raw milk was legal (5). State milk regulations and methods 
for their enforcement should be reviewed and strengthened to 
minimize the hazards of raw milk. 

Early in the 20th century, widespread adoption of the 
pasteurization process led to substantial reductions in milk- 
associated disease, a milestone in the history of food safety 
(70). In the 21st century, more effective consumer education 
regarding the hazards of drinking raw milk is needed to 
further reduce milk-associated diseases. 
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Rates of Hospitalization Related 
to Traumatic Brain Injury — 
Nine States, 2003 


lraumatic brain injury (TBI) is a major cause of morbidity 
and mortality in the United States. Each year, on average, TBIs 
are associated with an estimated 1.1 million emergency 
department visits, 235,000 hospitalizations, and 50,000 deaths 
in the United States (/). For 2002, the overall rate of TBI- 
related hospitalization reported by the 12 states in the CDC 
TBI surveillance system was 79.0 per 100,000 population (2); 
across these states, however, the rates varied substantially (from 
50.6 in Nebraska to 96.9 in Arizona). To update results from 
the CDC TBI surveillance system, CDC analyzed data from 
2003, the most recent year for which data were available. This 
report summarizes the results of that analysis, which indicated 
that an estimated 28,819 persons (87.9 per 100,000 popula- 
tion) were hospitalized with a TBl-related diagnosis in the 
nine states that reported data for 2003. For all age groups 


combined, rates were higher among males. Age-specific rates 
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were highest among persons aged >75 years. Unintentional 
motor-vehicle—traffic incidents (MV-T) and unintentional falls 
were the two leading causes associated with TBI-related hos- 
pitalization. The findings underscore the need for states to 
continue monitoring the occurrence, external causes, and risk 
factors for TBI and to design and implement more effective 
injury-prevention programs. 

For 2003, nine states* that were funded by CDC to con- 
duct TBl-related surveillance submitted data using the stan- 
dard CDC TBI surveillance case definition and methods (3). 
Probable cases of TBl-related hospitalizations were identified 
from administrative hospital discharge records coded with 
International Classification of Diseases, Ninth Revision, Clini- 


cal Modification (1CD-9-CM) codes and from vital statistics 


mortality data coded with /nternational Classification of 


Diseases, Tenth Revision ((CD-10) codes in accordance with 
the CDC TBI surveillance case definition.’ The administra- 
tive data also included external cause-of-injury codes (E-codes), 
which were used to classify cases into major intent and cause- 
of-injury categories (4,5). 

For 2003, the nine states reported a total of 30,464 prob- 
able cases of TBl-related hospitalization. Five of the nine states 
were awarded additional funding to conduct medical-record 
reviews for a random sample of the probable cases. In these 


states, records for 6,456 cases were successfully reviewed, 


allowing estimation of the predictive value positive (PVP) of 


the TBI surveillance case definition (estimated at 0.93 over- 
all). Probable TBI case counts were adjusted downward on 
the basis of estimated PVP (6). U.S. Census Bureau popula- 
tion estimates by state, age, and sex were combined with the 
surveillance data to calculate age-adjusted annual incidence 
rates per 100,000 population. All case counts and rates pre- 
sented in this report are PVP adjusted. 

In 2003, an estimated 28,819 persons were hospitalized with 
a TBl-related diagnosis in the nine reporting states (Table 1). 
Che age-adjusted rate of TBl-related hospitalization was 87.9 
per 100,000 population; this rate ranged from 51.8 in 
Nebraska to 105.0 in Arizona. Overall and in each reporting 
state, males had a TBlI-related hospitalization rate approxi- 


mately two times as high as females. Overall and in each 





* Alaska, Arizona, Colorado, Maryland, Minnesota, Nebraska, Oklahoma, South 
11.3 

Carolina, and Utah 

ICD-9-CM codes, ICD-10 codes, or both were used to identify cases. Cases 

dentified with multiple qualifying codes were counted as single cases. TBI 

ted hospitalizations were identified using the following ICD-9-CM codes 

800.0—801.9, 803.0—804.9, 850.0—854.1, 950.1—950.3, 959.01. and 995.55 


Bl-related hospitalizations that resulted in death and listed only a mortality 


«de were identified using the following ICD-10 codes: $01.0—S01.9, $02.0 
$02.3, S02.7—S02.9, $04.0, $06.0—S06.9, $07.0, $07.1, SO7.8, S07.9 
$09.9, T01.0, T02.0, T04.0, T06.0, T90.1, T90.2, T90.4, T90.5, T90.8 

190.9. Although included in the case definition, T01.0, T02.0, T04.0 


1 106.0 are considered invalid codes in the United States 


TABLE 1. Estimated incidence and age-adjusted rate” of 
hospitalization related to traumatic brain injury, by state and 
sex — nine states, 2003 


Male Female Total* 
State No. Rate No. Rate No. Rate 


Alaska 385 120.4 196 65.8 581 93.9 
Arizona 3,774 136.6 2,083 72.5 5,857 105.0 
Colorado 2,559 119.1 1,425 64.7 3,983 91.8 
Maryland 3,195 125.2 1,769 60.7 4,964 91.8 
Minnesota 2,886 117.3 1,675 62.2 4,561 89.5 
Nebraska 576 68.0 357 35.9 933 51.8 
Oklahoma 1,933 114.0 1,284 66.7 3,217 90.5 
South Carolina 1,848 93.6 1,028 46.6 2,876 69.6 
Utah 1,162 107.3 685 59.9 1,847 83.1 
Totalt 18,318 115.1 10,501 61.1 28,819 87.9 


* Per 100,000 population; age-adjusted rates calculated using the U.S. 2000 
standard population. Rates are based on case counts adjusted using 
estimated predictive value positive 
Numbers might not add to totals because of rounding. 














reporting state, persons aged >75 years had the highest rates 
of TBI-related hospitalization; these rates ranged from 184.6 
in Alaska to 359.7 in Oklahoma (Table 2). Children aged 5- 
14 years had the lowest rates of TBl-related hospitalization 
overall and in each state; these rates ranged from 24.4 in Mary- 
land to 69.7 in Alaska. 

Overall, unintentional MV-T incidents and unintentional 
falls were the leading causes of TBI-related hospitalization (32.1 
and 29.8 per 100,000 population, respectively) (Table 3). The 
rate of MV-T-related TBI hospitalization ranged from 17.6 
in Nebraska to 37.8 in Arizona; the rate of fall-related TBI 
hospitalization ranged from 19.8 in South Carolina to 36.7 
in Colorado. Assaults were the third leading cause of TBI- 
related hospitalization (7.1 per 100,000 population). The rate 
of assault-related TBI hospitalization ranged from 2.9 in Utah 
to 9.8 in Alaska. 

Most patients hospitalized with a TBI-related diagnosis were 
discharged home with no or unskilled assistance (64.9%) or 
with home health care (3.7%). Additionally, 9.0% were dis- 
charged to a residential facility (e.g., skilled nursing facility), 
and 7.7% were transferred for inpatient rehabilitation. 
Approximately 6.8% of these patients died while hospitalized. 
Reported by: VG Coronado, MD, KE Thomas, MPH, Div of Injur 
Response, SR Kegler, PhD, Div of Violence Prevention, National Center 
for Injury Prevention and Control, CDC. 


Editorial Note: This report confirms that TBI-related hospi- 


talizations were a major public health problem in the nine 
reporting states during 2003 but that rates varied substan- 
tially by age and sex. Most TBI-related hospitalizations were 
associated with unintentional MV-T incidents and uninten- 
tional falls. 

The overall TBlI-related hospitalization rate described in this 
report is higher than the estimate reported by CDC for 2002 
(87.9 versus 79.0 per 100,000 population, respectively) (2); 
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TABLE 2. Estimated rate* of hospitalization related to traumatic brain injury, by state and age group — nine states, 2003 





Age group (yrs) 





State 0-4 5-14 15-24 


25-34 35-64 65-74 





Alaska 75.5 69.7 138.0 
Arizona 92.7 60.5 150.5 
Colorado 44.3 34.1 119.5 
Maryland 42.7 24.4 133.5 
Minnesota 61.0 52.7 121.5 
Nebraska 37.5 27.0 61.7 
Oklahoma 72.5 52.4 110.6 
South Carolina 46.2 35.4 93.4 
Utah 59.9 47.3 97.1 


Total 60.1 43.4 118.0 


82.4 74.2 129.3 
96.6 86.7 92.5 
76.2 75.9 121.6 
87.3 72.4 117.6 
80.2 67.4 106.5 
39.8 33.5 85.7 
59.4 64.9 118.0 
61.2 58.0 75.5 
53.0 63.6 125.6 
75.0 69.2 104.6 





* Per 100,000 population. Rates are based on case counts adjusted using estimated predictive value positive 


TABLE 3. Estimated age-adjusted rate* of hospitalization 
related to traumatic brain injury, by state and intent/cause of 
injury — nine states, 2003 


Unintentional 
Motor- Struck by/ 
vehicle against Other/ 
State Falls traffict object Assault Unknown 


Alaska 32.1 29.9 4.2 9.8 17.8 
Arizona 24.1 37.8 2.0 9.7 31.4 
Colorado 36.7 33.2 3.3 6.5 12.1 
Maryland 33.8 33.9 3.2 9.1 11.8 
Minnesota 34.2 31.4 3.7 6.8 13.5 
Nebraska 21.7 17.6 1.8 3.8 6.9 
Oklahoma 32.4 27.9 3.6 7.7 18.8 
South Carolina 19.8 34.0 2.3 46 8.9 
Utah 32.5 29.4 2.7 2.9 15.5 
Total 29.8 32.1 2.9 74 16.0 


* Per 100,000 population; age-adjusted rates calculated using the U.S. 2000 
standard population. Rates are based on case counts adjusted using 
estimated predictive value positive. 

Includes drivers, passengers, pedestrians, motorcyclists, and bicyclists 





intentional 











however, rates for the individual states providing data for both 
reporting years did not increase as substantially. For 2002, 
approximately 54% of all TBl-related hospitalization cases 
reported to the CDC TBI surveillance system were from New 
York and California, where rates were the third and fourth 
lowest among the 12 states reporting for that year (74.4 and 
75.8, respectively) (2); these states did not report data for 2003. 
Although the multistate TBl-related hospitalization rates 
described in this report are consistent with those reported for 
2002, formal comparisons have not been made because of the 
difference in the numbers of reporting states for the 2 years. 

The variability in the state-specific TBl-related hospitaliza- 
tion rates for 2003 and the changes in some of these rates 
from 2002 might be related to differences and changes in 
admission practices, administrative coding practices, or 
underlying differences in TBI risk factors in each state (7). 
The state-specific differences in rates by sex, age group, and 


external cause suggest a continuing need for the collection of 


surveillance data at the state level to support interventions 
focused on populations at high risk. 

The findings in this report are subject to at least two limita- 
tions. First, the findings are based on administrative billing 
data that were not designed for public health surveillance pur- 
poses (8). Second, estimates of TBI-related hospitalizations 
by race/ethnicity could not be reliably produced because of 
the substantial percentage of cases for which this information 
was not available. In addition, the data in this report underes- 
timate the incidence of TBI because the analysis excludes 
1) preadmission deaths that might have been TBI-related, 
2) persons treated and discharged from emergency depart- 
ments, 3) persons who sought care in outpatient clinics and 
physician offices, and 4) persons who did not seek medical 
care after an injury. 


Information resulting from TBI surveillance is important 


for increasing public awareness of TBI and guiding preven- 


tion measures. To reduce the burden of TBI in the United 
States, prevention measures should focus on the leading causes 
(i.e., MV-T incidents, falls, and assaults) and the implemen- 
tation of evidence-based prevention interventions (9, /0). 
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Bloodstream Infections Among 
Patients Treated with Intravenous 
Epoprostenol or Intravenous 
Treprostinil for Pulmonary Arterial 
Hypertension — Seven Sites, 
United States, 2003-2006 


Pulmonary arterial hypertension (PAH) is a life-threaten- 
ing disorder characterized by elevated pulmonary artery pres- 
sure and pulmonary vascular resistance. Continuous infusion 
of a prostanoid, which acts as a vasodilator and anti- 
proliferative agent, is indicated in the treatment of patients 
with severe PAH. Two prostanoids are approved for intrave- 
nous (IV) use in the United States: epoprostenol (epoprostenol 
sodium [brand name Flolan™], Gilead, Foster City, California) 
and treprostinil (treprostinil sodium [brand name 
Remodulin™], United Therapeutics, Silver Spring, Maryland) 
(1). These drugs are administered to PAH patients at hun- 
dreds of treatment centers in the United States. In September 
2006, CDC received a report from a PAH specialist of a sus- 
pected increase in the number of gram-negative bloodstream 
infections (BSIs) among PAH patients treated with IV 
treprostinil. CDC conducted a retrospective investigation with 
the assistance of several state health departments and the 
cooperation of seven PAH treatment centers to determine the 
relative rates of BSI in a sample of patients treated with I'\ 
treprostinil and IV epoprostenol during 2003-2006. This 
report describes the results of that investigation, which indi- 
cated that, based on combined data from seven separate PAH 
treatment centers, pooled mean rates of BSI (primarily gram- 
negative BSI) were significantly higher for patients on 
treprostinil than for those on epoprostenol. The results do 
not suggest intrinsic contamination of IV treprostinil as a cause 
of the infections; the difference in rates might have been caused 
by differences in preparation and storage of the two agents, 
differences in catheter care practices, or differences in the anti- 


inflammatory activity of the agents. Health-care providers who 


care for PAH patients should be aware of these findings. Fur- 


ther investigation is needed to determine the causes of the 
different infection rates at centers where this was observed 
and to determine whether such a difference exists in other 
PAH treatment centers. 


A BSI was defined as any positive blood culture result for a 
patient receiving IV epoprostenol or IV treprostinil as reported 
from a clinical laboratory or by a health-care provider in the 
medical record during the period for which data were col- 
lected. BSI rate information among patients on either IV 
prostanoid was requested from all PAH treatment centers that 
were major prescribers of IV treprostinil during 2006, as 
reported to investigators by United Therapeutics. BSI rates 
were calculated on the basis of the number of BSIs per 1,000 
medicine days (i.e., days on which an IV prostanoid was 
administered). Because of varying arrangements between PAH 
treatment centers and investigators, the period and method 
of data collection varied by center. Data for calculating infec- 
tion rates were available from seven different centers. Data for 
both agents were available from five centers; three reviewed 
their records to determine the numbers of infections and medi- 
cine days (one center retrospectively determined its rates for 
2003-2006, one center for 2004—2006, and one center for 
2006 only), and two invited state health departments and 
CDC to perform site visits to collect this information (data 
collected for 2004-2006). Data on IV treprostinil only was 
available from two centers, which provided CDC the number 
of BSIs among patients on IV treprostinil from January 1 to 
October 1, 2006; rates for these two centers were then calcu- 
lated using medicine-day data specific to each center provided 
by United Therapeutics. Rates of BSI for patients receiving 
IV epoprostenol at these two centers could not be calculated 
because the total number of medicine days was not available. 

A total of 51,183 medicine days were reported from the 
seven centers for IV treprostinil and 201,158 from five cen- 
ters for IV epoprostenol. A total of 144 BSIs were identified 
(57 among patients on IV treprostinil and 87 among patients 
on IV epoprostenol). Overall, 26 different organisms (12 gram 
positive, 12 gram negative, and two acid fast bacilli) were iden- 
tified in patients with BSIs. Fourteen different organisms were 
found in BSIs among patients on IV epoprostenol (nine gram 
positive, four gram negative, and one acid fast bacillus), and 
18 different organisms were found in BSIs among patients on 
IV treprostinil (seven gram positive, 10 gram negative, and 
one acid fast bacillus). The three most common organisms 
isolated in BSIs among patients on IV epoprostenol were 
coagulase-negative Staphylococcus (28), Micrococcus sp. (18), 
and Staphylococcus aureus (12). The three most common 
organisms isolated in BSIs among patients on IV treprostinil 
were Pseudomonas sp. (11), Enterobacter sp. (nine), and 
coagulase-negative Staphylococcus (eight). The overall BSI 
pooled mean rate (per 1,000 medicine days) was higher for 
patients receiving IV treprostinil compared with those receiv- 
ing IV epoprostenol (1.11 versus 0.43; pooled incidence rate 
ratio [IRR] = 2.57; 95% confidence interval [CI] = 1.81- 
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3.64). Individual center BSI rates for treprostinil ranged from 
0.28 to 2.10, and for epoprostenol from 0.23 to 1.02; IRR at 
individual centers ranged from 0.59 to 3.90. The pooled mean 
rate for gram-negative BSIs was higher among patients on IV 
treprostinil than on IV epoprostenol (0.76 versus 0.06; pooled 
IRR = 12.77; Cl = 6.55-26.80). Individual center gram- 
negative BSI rates for treprostinil ranged from 0.28 to 1.11, 
and for epoprostenol from 0.03 to 0.25; IRR ranged from 
1.19 to 29.90. Among the five centers for which rates for both 
drugs were available, overall BSI rates for treprostinil were 
higher than epoprostenol at four centers, and gram-negative 
BSI rates for treprostinil were higher at all five. Mantel- 
Haenszel—adjusted IRRs were calculated from the five centers 
that supplied rate information for both medications: 2.62 
(CI = 1.84—3.72) for overall BSI and 13.53 (CI 6.72—27.22) 
for gram-negative BSI. Overall and gram-negative BSI rates 
for both patients receiving IV treprostinil and IV epoprostenol 
were higher than historic BSI rates among patients receiving 
IV epoprostenol (historic BSI rates: 0.15 per 1,000 medicine 
days; historic gram-negative BSI rates: 0.01 per 1,000 
medicine days), as reported in a previously published, two- 
center study (2). 

Pooled mean rates of overall and gram-negative BSIs for 
treprostinil remained higher than those for epoprostenol after 
stratification for several factors, including 1) method of data 
collection (data available from seven centers), 2) time receiv- 
ing IV prostanoids (<2 years versus >2 years) (two centers), 
3) age (<18 years versus >18 years) (two centers ), 4) home 
health-care company providing the medications and 
coordinating their administration (two centers), and 
5) co-administration of immunosuppressive medications (two 
centers). BSI-related mortality was evaluated at three centers 
(the two centers that CDC investigators visited and for which 
this variable could be evaluated, and one center for which 
these data were available). Two deaths from two different cen- 
ters were identified as possibly related to a BSI, both in 
patients who received IV treprostinil. One death was in a 
patient with a gram-negative BSI, and one was in a patient 
with a gram-positive BSI. 

Ten partially used vials of IV treprostinil from BSI patients 
in five states were cultured for the presence of bacteria at the 
New York State Department of Health’s Wadsworth Center 
laboratory, the New York City Department of Health labora- 
tory, or CDC. No organisms were recovered from any of these 
vials. 

Reported by: R Barst, MD, E Berman-Rosenzweig, MD, E Horn, 
MD, L Saiman, MD, Columbia Univ College of Physicians and 
Surgeons, New York; L Lee, MSc, New York City Dept of Health and 
Mental Hygiene; K Southwick, MD, D Kohlerschmidt, P Smith, MD, 
New York State Dept of Health. M Gomberg-Maitland, MD, S Weber, 


MD, Univ of Chicago Hospital, Chicago, Illinois. D Ivy, MD, A Doran, 
Children’s Hospital, Univ of Colorado Health Sciences Center, Denver, 
Colorado. M McGoon, MD, C Anderson Severson, Mayo Clinic ¢ ollege 
of Medicine, Rochester, Minnesota. M Rubenfire, MD, V McLaughlin, 
MD, Univ of Michigan, Ann Arbor, Michigan. ] Feldman, MD, 
C Tanner, Pulmonary Hypertension and Advanced Lung Disease 
Program, Phoenix, Arizona. K Chin, MD, M Kingman, Univ of Texas 
Southwestern Medical Center, Dallas, Texas. V Tapson, MD, Duke Univ 
Medical Center, Durham, North Carolina. A Srinivasan, MD, ] Noble- 
Wang, PhD, M Arduino, DrPH, R Shoulson, E Petersen, National 
Center for Preparedness, Detection, and Control of Infectious Diseases 
(proposed); A Kallen, MD, E Lederman, MD, A Balaji, PhD, I Trevino, 
DVM, EIS officers, CDC. 

Editorial Note: Epoprostenol and treprostinil are prostanoids 
used in the treatment of severe PAH via continuous infusion. 
Epoprostenol, also called prostacyclin, was approved by the 
Food and Drug Administration (FDA) in 1995 and is the 
most frequently prescribed prostanoid. Patients must recon- 
stitute the medication at home and keep it continually cool 
once mixed. It has a half-life of approximately 3—6 minutes, 
and sudden interruptions in the infusion can be life- 
threatening tL. [reprostinil was approved by FDA in 2004 


for continuous IV infusion. This agent has several advantages 


over epoprostenol, including a longer half-life (approximately 
4 hours) and the ability to remain stable without refrigeration 
(1). Both medications can be administered via a central venous 
catheter, putting patients at risk for catheter-related BSI. The 
medications are administered to patients primarily at home, 
and patients and their caregivers are primarily responsible for 
preparing and infusing medications and for changing 
dressings and IV tubing. 

The investigation described in this report identified higher 
overall and gram-negative BSI rates among PAH patients 
receiving IV treprostinil compared with IV epoprostenol 
among patients treated at seven centers. Although the cause 
of this difference is unclear, the variety of organisms involved 
and the absence of bacterial growth in vials of used IV 
treprostinil obtained from patients with BSIs argue against 
intrinsic contamination of IV treprostinil or its diluents as a 
cause of the apparent BSI rate increase. At least three hypoth- 
eses exist that might explain the difference. 

First, differences in practices involved in the preparation 
and storage of the two agents might create different levels of 
risk for BSI. IV epoprostenol is supplied as a powder that is 
mixed by the patient with single-use vials of a diluent, 
accessed by a single-use needle and syringe. IV treprostinil is 
supplied in a multiple-dose vial that the patient may use for 
up to 30 days, accessed either by a single-use needle and 
syringe or via a vial adaptor that may remain in place for as 


long as the vial is in use. Multiple-dose vials of medications 
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have been implicated repeatedly in infection outbreaks in 
health-care settings, particularly when health-care providers 
used suboptimal infection-control practices or did not follow 
manufacturer-recommended storage conditions (4,5). 
Second, differences in infection-control practices involved 
in central venous catheter and infusion-set care might create 
different levels of risks for BSIs. During the investigation, con- 
cerns were raised by several PAH specialists about infection- 
control practices associated with administration of these 
medications, including differences in line tubing and dressing 
changes, techniques for accessing vials of IV treprostinil, use 
of in-line filters, and the use of vial adaptors, which may be 


left in place for extended periods of time. In addition, the 


longer half-life and simpler administration requirements of 


treprostinil might lead to greater complacency regarding cath- 
eter care and use. For example, patients might disconnect the 
infusion for certain periods, thereby increasing the risk for 
BSI because breaks in the infusion system can allow for 
introduction of bacteria. 

Third, the difference might be attributed to differences in 
the anti-inflammatory activity of the agents. However, stud- 
ies of this subject in prostanoid analogues are limited because 
they all have been conducted in vitro, have not evaluated 
epoprostenol, and have used concentrations of prostacyclin 
analogues that are generally higher than those achieved in vivo 
for treatment of PAH (6-8). 

he findings in this report are subject to at least four limi- 
tations. First, to maximize data collection for both medica- 
tions, data were collected from several clinical centers that 
might not have been able to provide data for the entire period 
requested. Thus, the analyses were limited because 1) data 
were collected during different periods and were not available 
tor both medications at all seven centers and 2) detailed infor- 
mation on potential risk factors for BSI were not available 
from most centers. Second, the sample of centers was not ran- 
dom, and the findings are subject to ascertainment bias 


because centers that noticed differences in rates might have 


been more likely to submit data; hence, the findings might 


not be representative of all PAH centers. Third, to be consis- 
tent across all data sources, a microbiologic definition of BSI 
was used rather than a clinical definition. Therefore, infec- 
tions diagnosed on clinical grounds alone (i.e., without cul- 
tures) were not included, whereas positive blood cultures of 
unknown clinical significance (e.g., those not associated with 
clinical symptoms) might have been included. Finally, differ- 
ences in BSI detection rates might have resulted from clini- 
cians being more likely to obtain blood cultures from patients 


treated with one agent versus the other. 


In the sample described in this report, the rate of BSI and 
gram-negative BSI in patients on IV treprostinil were higher 
than the rates in patients on IV epoprostenol. The rates 
reported in this report equate to one BSI every 2.5 years for a 
patient receiving IV treprostinil and every 6.4 years for a 
patient receiving IV epoprostenol. Further investigation is 
needed to identify the causes of the differences identified and 
to determine if these results are found at other PAH centers. 
Until further information is available, clinicians who admin- 
ister these drugs should be aware of the potential differences 
in BSI risk, particularly regarding infections caused by gram- 
negative organisms, which can be difficult to treat and can 
lead to substantial morbidity and mortality. Because IV 
treprostinil offers certain advantages over IV epoprostenol, 
clinicians should advise patients about the potential advan- 
tages and disadvantages of both drugs and assist patients in 
choosing the medication that best suits their clinical situa- 
tion. Clinicians should also be aware of the risk for gram- 
negative pathogens in patients receiving IV prostanoid 
infusions when choosing empiric antibiotic treatment for 
patients with possible catheter-associated infections. Health- 
care providers also should routinely review with patients the 
infection-control practices for the management of central 


venous catheters and administration of these medications. 
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Update: Ralstonia Species 
Contamination Associated with 
Vapotherm® 2000i Respiratory Gas 
Humidifier Systems — United States, 
2005-2006 


This report updates previously published information 
regarding contamination of Vapotherm® 20001 respiratory 
gas humidifiers (Vapotherm, Inc., Stevensville, Maryland) with 
Ralstonia species (J—3). The manufacturer took corrective 
actions (Table) and reintroduced the device in January 2007, 
after meeting Food and Drug Administration (FDA) 510(k) 
submission requirements.” 

CDC and FDA recommend that clinicians using the 
Vapotherm device ensure that they are following the most 
recent recommendations and have the most recent instruc- 


tions for the device and its components; the 2000i operating 


instruction manual can be obtained by contacting Vapotherm, 
Inc., by telephone: 410-604-3977 or 866-827-6843, fax: 410- 
604-3978, or e-mail: info@vtherm.com. Additional informa- 
tion regarding use of the reintroduced device is available from 
FDA at hetp://www.fda.gov/cdrh/safety/020107- 
vapotherm.html. 

FDA encourages reporting of adverse events related to the 
use of medical devices; such reports can be submitted to 
MedWatch, FDA's voluntary reporting program, by telephone: 
1-800-FDA-1088, by fax: 1-800-FDA-0178, by mail: 
MedWatch, Food and Drug Administration, 5600 Fishers 
Lane, Rockville, MD 20852-9787, or online: http:// 
www.fda.gov/medwatch/report.htm. Clinicians who would 
like to conduct surveillance for health-care—associated infec- 
tions in patients using the Vapotherm device can use strategies 
similar to those used for surveillance of ventilator-associated 
infections. 

Reported by: A Srinivasan, MD, National Center for Preparedness, 
Detection, and Control of Infectious Diseases (proposed); M Jhung, MD, 
EIS Officer, CDC. 
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* Additional information is available at http://www.fda.gov/cdrh/devadvice 
314. html 


TABLE. Potential sources of Ralstonia species contamination 
of Vapotherm® 2000i respiratory gas humidifier systems and 
corrective actions taken by the manufacturer — United States, 
2005-2006 


Potential source of contamination 


Contamination of machine interior 
during initial calibration with 
unfiltered water 





Corrective actions 


All devices in distribution were 
recalled to the manufacturer's 
facility and disinfected with 
1,000 parts per million (ppm) 
chlorine dioxide. 





Contamination of vapor-transfer 
cartridge, a component of the 
device, during manufacture 


Manufacture of new devices now 
requires use of filtered water, 
followed by 1.000 ppm chlorine 
dioxide disinfection and a 
separate drying step. 


Manufacture of all new vapor- 
transfer cartridges now includes 
ethylene oxide sterilization 
Contamination of either the A new system was developed for 
Vapotherm device, vapor-transfer retaining sterile water, and the 
cartridge, or both during patient manufacturer now recommends 
use that only sterile water be used 
for humidification.” 


The vapor-transfer cartridge, 
previously a multiuse item, is 
now recommended for use by a 
single patient and must be 
discarded after 30 days of use. 


Failure to remove bacterial 
organisms during routine decon- 
tamination 


The company continues to 
recommend disinfection of the 
Vapotherm unit between 
patients or after every 30 days of 
use and now offers a peracetic 
acid formulation in addition to 
the quaternary ammonium 
disinfectant that has been 
packaged with the device. 
* Previously, the device had a refillable reservoir bag, which created an 
open-water circuit, and tap water for humidification was considered 
adequate. 





Notice to Readers 





Brain Injury Awareness Month — 
March 2007 


March is Brain Injury Awareness Month, which is dedi- 
cated to helping the public learn more about brain injury and 
to improving the lives of persons living with brain injury. 
“Brain Injury: As Diverse As We Are” is the theme for this 
year’s Brain Injury Awareness Month campaign, which will 
highlight the diversity of the causes of brain injuries and the 
persons who sustain them. 

Traumatic brain injuries (TBIs) contribute to a substantial 
number of deaths and permanent disabilities each year. CDC 
estimates that approximately 1.4 million persons sustain a TBI 
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!) each year in the United States. In addition, approximately 
5.3 million persons in the United States (nearly 2% of the 


U.S. population) need long-term assistance with performing 


activities of daily living because of TBIs (2). Lifetime costs of 


IBI totaled $60 billion in 2000; this includes direct medical 
and indirect costs such as lost productivity (3). 

In recognition of Brain Injury Awareness Month, the Brain 
Injury Association of America (BIAA), with support from 
CDC, is offering educational kits about living with brain in- 
jury. The materials include 1) five booklets that provide in- 


formation for persons with brain injuries and their families 


and caregivers, 2) fact sheets that describe the experiences of 


four persons who sustained brain injuries, 3) a poster that 
depicts the diversity of the causes of brain injuries and the 
persons affected by them, and 4) CDC’s Facts about Trau- 
matic Brain Injury fact sheet. These materials and additional 


information about Brain Injury Awareness Month are avail- 


able from BIAA online at http://www.biausa.org/ 


media.htm#march or by telephone at 1-800-444-6443. 


CDC also assisted the Defense and Veterans Brain Injury 
Center in the development of a fact sheet and video docu- 
mentary, “Understanding Traumatic Brain Injury,” which fea- 
tures the recovery experiences of several military service 
personnel and their families. The video aims to raise aware- 
ness about TBI among the general public, active duty service 
members, and veterans. Additional information about the fact 
sheet and video is available online from the Defense and Vet- 
erans Brain Injury Center at http://www.dvbic.org/ 
cms.php?p=education. Additional information about CDC’s 
TBl-related activities, educational materials, and research is 
available at http://www.cdc.gov/ncipe/tbi/tbi.htm. 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Weekly Visits to Emergency Departments for Iliness 
and Injury by Patients Arriving via Ambulance,* by Day/Night Period 
of Arrival — United States, 2003-2004 








Wed 


Day/Night 


* Air, ground, private, or public ambulances, including fire and rescue vehicles 

' Day is 3:00 a.m. to 5:59 p.m., and night is 6:00 p.m. to 2:59 a.m 
Percentages indicate the proportion of weekly visits for illness or injury distributed over 14 periods (day and 
night). Overall, persons who arrive by ambulance at an emergency department (ED) are more likely to do so 
because of illness (57%) than injury (43%). However, on Saturdays, ambulances are more likely to bring persons 
with injuries than illnesses, both during the day and at night. Ambulance-transported patients account for 
approximately 15% of all ED visits and 16 million patients annually. 


SOURCE: National Hospital Ambulatory Medical Care Survey, 2003-04. Available at http://www.cdc.gov/nchs/ 
about/major/ahcd/ahcd1.htm 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending February 24, 2007 (8th Week)* 





Current Cum bid Total cases reported for previous years 
Disease week 2007 average’ 2006 2005 2004 2003 2002 States reporting cases during current week (No.) 
Anthrax 7 _ 0 1 om: mia ‘uné 2 
Botulism 
foodborne . 19 28 
nfant - 69 
other (wound & unspecified) - 1 31 21 
Brucellosis . 
Chancroid . . 17 67 
Cholera — 8 2 
Cyclosporiasis 8 
Diphtheria - - 1 
Domestic arboviral diseases®* 
California serogroup 
eastern equine 
Powassan 
St. Louis 
western equine 
Ehrlichiosis 
human granulocytic 
human monocytic 
human (other & unspecified) 
Haemophilus influenzae,** 
nvasive disease (age <5 yrs) 
serotype b 
nonserotype D 
unknown serotype 
Hansen disease 
Hantavirus pulmonary syndrome 
Hemolytic uremic syndrome, postdiarrheal 
Hepatitis C viral, acute 
HIV infection, pediatric (age <13 yrs)’ 
influenza-associated pediatric mortality 
Listeriosis 
Measies™ 
Meningococcal disease, invasive*** 
A.C, Y, & W-135 
serogroup B 
other serogroup 
unknown serogroup 
Mumps 
Plague 
Poliomyelitis, paralytic 
Poliovirus infection, nonparalytic 
Psittacosis 
Q fever 
Rabies, human 
Rubella’ 
Rubella, congenital syndrome 
SARS-CoV 
Smallpox = 
Streptococcal toxic-shock syndrome - 118 
Syphilis, congenital (age <1 yr) 1 412 NY (1), Mi (6) 
Tetanus ! 25 FL (1) 
Toxic-shock syndrome (staphylococcal) 7 : 109 MN (1) 
Trichinellosis - 14 
Tularemia - _ 90 
Typhoid fever 321 MO (1), NC (1), FL (1) 
Vancomycin-intermediate Staphylococcus aureus N 
Vancomycin-resistant Staphylococcus aureus N 
Vibriosis (non-cholera Vibrio species infections) — N 
Yellow fever — 1 











OH (1), GA (2), AZ (1), UT (1) 
WA (1), CA (1) 
NY (1), WA (2) 


KS (1), TX (2), NE (1), OH (1) 
IN (1), NC (2), TN (1) 


-O-hHPONO-$UWO 


MD (1), CO (1) 


PA (2), OH (1), NE (1), FL (1), UT (1) 
MN (2), 1A (1), MO (1), KS (1), AZ (1), CA (2) 


NM 
ar da 


7 
4 
1 
21 
10 
0 


| ae 
-—_ 
o=nn=vZ 





No reported cases N: Not notifiable Cum: Cumulative year-to-date counts 
* Incidence data for reporting years 2006 and 2007 are provisional, whereas data for 2002, 2003, 2004, and 2005 are finalized 
t Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5 
preceding years. Additional information is available at http://www.cdc.gov epo/dphsi/phs/files/syearweeklyaverage. pdf 
Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
associated pediatric mortality, and in 2004 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo dphsi/phs/infdis.htm 
includes both neuroinvasive and non-neuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector- 
Borne, and Enteric Diseases (proposed) (ArboNET Surveillance). Data for West Nile virus are available in Table |! 
Data for H. influenzae (all ages, all serotypes) are available in Table || 
t Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention (proposed). Implementation of 
HIV reporting influences the number of cases reported. Updates of pediatric HIV data have been temporarily suspended until upgrading of the national HIV/AIDS surveil- 
lance data management system is completed. Data for HIV/AIDS, when available, are displayed in Table IV, which appears quarterly 


Updated weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases (proposed). A total of 21 cases were reported for the 
2006-07 flu season 


No measies cases were reported for the current week 
* Data for meningococcal disease (all serogroups) are available in Table || 
L The one rubella case reported for the current week was indigenous 
888 Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (proposed) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending February 24, 2007, and February 25, 2006 
(8th Week)* 





Chiamydia‘ Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Max 2007 2006 week Med Max 2007 


United States 9,125 19,921 22,110 119,065 143,627 116 1,176 1,314 


New England 712 608 1,244 4,576 3,875 
Connecticut 299 136 713 834 537 
Maine‘ 39 45 344 290 
Massachusetts 275 298 2,465 2,067 
New Hampshire 11 40 292 262 
Rhode Island’ 67 63 473 514 
Vermont 21 21 168 205 


Mid. Atlantic 784 2,397 15,894 16,657 
New Jersey 113 378 5 1,706 2,804 
New York (Upstate) 375 502 ; 2,664 2,163 
New York City 802 748 - 5,772 5,936 
Pennsylvania 494 778 5 5,752 5,754 


E.N. Central 240 162 4,106 16,957 25,542 
Ilinois 692 024 1,355 5,759 8,160 
Indiana - 378 586 2,841 3,301 
Michigan 406 668 1,225 4,803 3,957 
Ohio 12 633 1,424 1,508 6,699 
Wisconsin 130 527 2,046 3,425 


W.N. Central 622 445 7,951 9,598 
lowa 89 223 1,255 1,388 
Kansas 170 275 1,044 1,372 
Minnesota - 321 1,066 1,994 
Missouri 226 7 628 3,313 3,422 
Nebraska 64 180 673 722 
North Dakota 24 64 207 313 
South Dakota 49 f 84 393 387 


S. Atlantic 747 634 22,834 102 
Delaware 73 107 577 549 
District of Columbia 85 161 698 395 
Florida — 187 3,300 
Georgia 70 541 3,839 
Maryland 482 2,804 
North Carolina 52 772 4,086 
South Carolina 3 105 3,852 
Virginia 1 < 687 3,298 
West Virginia 2 5 96 380 
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Alaska 156 
California 2,67 3,187 
Hawaii 133 
Oregon 394 
Washington 604 
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American Samoa 46 
C.N.M.1 0 
Guam — 0 
Puerto Rico 105 236 5 N 
U.S. Virgin Islands 5 15 U 


C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts. Med: Median Max: Maximum 

* Incidence data for reporting years 2006 and 2007 are provisional. Data for HIV/AIDS, AIDS, and TB, when available, are displayed in Table IV, which appears quarterly 
. Chlamydia refers to genital infections caused by Chlamydia trachomatis 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 24, 2007, and February 25, 2006 
(8th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes’ 


Previous Previous Previous 
Current Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week 2007 2006 week Med Max 2007 2006 week Med Max 2007 


United States 144 5 1,617 2,127 2,780 6,771 8,602 39,063 50,834 115 344 


New England 7 67 134 129 224 765 663 20 
Connecticut 3 : 28 17 71 4 168 187 142 
Maine 7 : 25 5 , 8 14 21 
Massachusetts 80 96 448 371 
New Hampshire - ( 6 9 21 45 
Rhode Island - 6 7 19 84 75 
Vermont 3 20 5 11 a 


Mid. Atlantic , 411 1,279 4418 4,740 
New Jersey - 71 158 637 805 
New York (Upstate) 89 834 774 645 
New York City 134 1 377 1,342 1,477 
Pennsylvania 117 324 1,665 1,813 


E.N. Central 407 : 2,203 6,459 10,628 
lilinois 7 86 97 488 2,015 3,230 
Indiana i C 1 N 260 1,165 1,471 
Michigan y < 130 Z 880 1 1,601 
Ohic 3 : 111 701 3,142 
Wisconsin ¢ 2 s 179 1,184 
W.N. Central ( 3 5 510 > 2,898 
lowa 8 % 64 283 
Kansas 2 3 1 93 386 
Minnesota ) 7 : § - 87 486 
Missour ] 9 - 268 

Nebraska 56 151 
North Dakota 6 ‘ 23 
South Dakota 15 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

J: Unavailable —: No reported cases. N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

. Data for H. influenzae (age <5 yrs for serotype b, nonserotype b, and unknown serotype) are available in Table | 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 24, 2007, and February 25, 2006 
(8th Week)* 





Hepatitis (viral, acute), by type’ 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Med Max 2007 2006 week Med Max 2007 


United States 95 267 31 86 219 546 15 107 


New England 20 2 33 1 12 
Connecticut 2 1 15 1 9 
Maine’ 2 — 3 
Massachusetts 4 _ 11 
New Hampshire 16 1 3 
Rhode Island® 2 -— 1 
Vermont 2 — _ 


Mid. Atlantic 19 30 
New Jersey 5 3 
New York (Upstate) 11 9 
New York City 11 12 
Pennsylvania 4 6 


E.N. Central 33 
Illinois 10 
Indiana 1 
Michigan 12 
Ohio 10 
Wisconsin — 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

. Data for acute hepatitis C, viral are available in Table | 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 24, 2007, and February 25, 2006 
(8th Week)* 





Meningococcal disease, invasive’ 
Lyme disease Malaria All serogroups 


Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Current 52 weeks Cum 
Reporting area Med Max 2007 week Med Max week Med Max 2007 


United States C 247 1,014 745 8 19 129 


New England 19 260 45 
Connecticut 8 227 13 
Maine 2 
Massachusetts 

New Hampshire 

Rhode Island 

Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
ilinois 
indiana 
Michigan 
Ohio 


Wisconsin 


W.N. Central 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 

, Incidence data for reporting years 2006 and 2007 are provisional 

; Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other serogroup; and unknown serogroup are available in Table | 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 24, 2007, and February 25, 2006 
(8th Week)* 





Pertussis Rabies, animal 


Rocky Mountain spotted fever 





Previous Previous 
Cum Current 52 weeks 


2006 week Med Max 


Current 
Reporting area week 


Cum 
2007 
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Current 


Previous 
52 weeks 
Med Max 


Cum 
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N.M.1.: Commonwealth of Northern Mariana Islands 
J: Unavailable No reported cases N: Not notifiable Cum: Cumulative 
: idence data for reporting years 2006 and 2007 are provisional 

pontains data reported through the National Electronic Disease Surveillance System (NEDSS) 


year-to-date counts 


Med: Median 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 24, 2007, and February 25, 2006 
(8th Week)* 





Salmonellosis Shiga toxin-producing E. coli (STEC)' Shigeliosis 


Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks 
Reporting area week Med Max 2007 week Med Max 2007 2006 week Med Max 


United States 302 823 3,521 16 173 181 270 108 485 


New England 19 3 85 - 
Connecticut 0 72 —. 
Maine 2 = 
Massachusetts 11 
New Hampshire 3 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2006 and 2007 are provisional 

. Includes E. coli 0157:H7; Shiga toxin-positive, serogroup non-O157; and Shiga toxin-positive, not serogrouped 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 24, 2007, and February 25, 2006 
(8th Week)* 





Streptococcus pneumoniae, invasive disease 
Streptococcal disease, invasive, group A Age <5 years 


Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2007 week Med Max 2007 2006 


United States 213 908 


New England 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 
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lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
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Arkansas 
Louisiana 
Oklahoma 
Texas 











@ 

oS 
Nm 
Ww 
Ns 
> 


192 


ow 
~Whhbnort 


| 


—~hWNHSLDL BDWUNMSL COCO0O-CCN 
= 
mM 


N 
Znuoom 


ad = 
—“-ONM WOLWDWO NLOWN 
o-+$- 0-0 CON—-W COCO°CC°C°o- 
as a =o 
OMnNOnNM 


> © 


on 
“J 
| 2IiN 


NOM WO 


OOOnNOoO-OoOW 
on 
Nf 
— 


ooo°o+-0O0ONnN 


NM 
= 


ao) 


Cc 


on-oshuwn 

RS a0 «6 of 
nb & — 
o-o0o°0o0o-— 


42N0O0UW 
i/— Oc 


n 


MODOMNNODNNGA 


ov 
M=-NOUWN$OCOO OCOHNNNWOO NNUODSL ONWFD 


1¢ 


Ww 
o-oOoom 


—~M—Mo® 


nN — 


Mountain 
Arizona 
Colorado 
Idaho 
Montana 
Nevada 
New Mexico 
Utah 
Wyoming 


Oonoo-20NM 


oO 


Pacific 
Alaska 
California 
Hawaii 
Oregon 
Washington 


oO0O "ON Nh) 


American Samoa 

C.N.M.1 

Guam 

Puerto Rico 

U.S. Virgin Islands U 


ooo°o°co°o 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2006 and 2007 are provisional 
Includes cases of invasive pneumococcal disease, in children aged <5 years, caused by S. pneumoniae, which is susceptible or for which susceptibility testing is not available 
. (NNDSS event code 11717) 


* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 24, 2007, and February 25, 2006 
(8th Week)* 





Streptococcus pneumoniae, invasive disease, drug resistant‘ 
All ages Age <5 years Syphilis, primary and secondary 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Med Max 2007 week Med Max 2007 


United States 34 423 12 19 63 233 


New England 10 2 4 1 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable. —:No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

. Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event code 11720) 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 24, 2007, and February 25, 2006 
(8th Week)* 





West Nile virus disease! 
Varicella (chickenpox) Neuroinvasive Non-neuroinvasive*® 


Previous Previous Previous 

52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2007 week Med Max 2006 Med Max 2007 
United States 1,432 5,849 178 


New England 59 
Connecticut 0 
Maine* 16 
Massachusetts 5 
New Hampshire 47 
Rhode Island" 0 
Vermont 52 


Mid. Atlantic 190 
New Jersey 0 
New York (Upstate) 0 
New York City 0 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (proposed) (ArboNET 
< Surveillance). Data for California serogroup, eastern equine, Powassan, St. Louis, and western equine diseases are available in Table | 

Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
« associated pediatric mortality, and in 2004 for SARS-CoV. Reporting exceptions are available at http:/www.cdc.gov/epo/dphsi/phs/infdis.htm 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending February 24, 2007 (8th Week) 
All causes, by age (years) All causes, by age (years) 


All P&l' All 

Reporting Area Ages >65 | 45-64 | 25-44 | ‘al <1 | Total Reporting Area Ages >65 45-64 | 25-44 | 1-24 
New England 602 426 122 30 11 56 S. Atlantic 1,190 756 273 33 
Boston, MA 156 96 42 4 7 20 Atlanta, GA 124 76 26 
Bridgeport, CT 37 27 8 2 - - 2 Baltimore, MD 121 73 30 
Cambridge, MA 31 24 7 Charlotte, NC 105 73 25 
Fall River, MA 36 31 2 - - Jacksonville, FL 191 132 40 
Hartford, CT 46 30 - Miami, FL 89 56 23 
Lowell, MA 29 26 Norfolk, VA 37 21 11 
Lynn, MA 12 6 Richmond, VA 52 26 17 
New Bedford, MA 34 28 Savannah, GA 56 28 7 
New Haven, CT 40 30 St. Petersburg, FL 56 37 14 
Providence, Ri 47 36 Tampa, FL 238 161 47 
Somerville, MA 2 Washington, D.C 99 58 27 
Springfield, MA 46 29 Wilmington, DE 22 15 6 
Waterbury, CT 35 
Worcester, MA 51 


Mid. Atlantic 
Albany, NY 
Allentown, PA 
Buffalo, NY 
Camden, NJ 
Elizabeth, NJ 
Erie, PA 

Jersey City, NJ 
New York City, NY 
Newark, NJ 
Paterson, NJ 
Philadelphia, PA 
Pittsburgh, PA 
Reading, PA 
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E.S. Central 500 188 
Birmingham, AL 87 29 
Chattanooga, TN 65 14 
Knoxville, TN 42 23 
Lexington, KY 7 39 14 
Memphis, TN 116 40 
Mobile, AL 36 19 
Montgomery, AL ¢ 21 7 
Nashville, TN 94 42 
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W.S. Central 351 865 

Austin, TX 58 24 
Baton Rouge, LA y 15 5 
Corpus Christi, TX 42 17 
Dailas, TX f 125 46 
El Paso, TX 72 26 
Rochester, NY Fort Worth, TX 7 
Schenectady, NY ¢ Houston, TX 

Scranton, PA “ 7 3 Little Rock, AR 48 

. New Orleans, LA" U 

San Antonio, TX 

Shreveport, LA 21 

Tulsa, OK 
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Syracuse, NY 

Trenton, NJ 

Utica, NY 

Yonkers, NY y 21 


E.N. Central 
Akron, OH 44 
Canton, OH 31 
Chicago, IL 193 
Cincinnati, OH 52 
Cleveland, OH ) 226 
Columbus, OH 162 Ogden, UT 

: Phoenix, AZ 
Dayton, OH 105 1 
Detroit, MI 111 Pueblo, CO 

Salt Like City, UT 

Evansville, IN 38 : ‘Tan Ae 
Fort Wayne, IN rf 52 § é ; 
Gary, IN 3 Pacific 
Grand Rapids, Ml 36 Berkeley, CA 
Indianapolis, IN 146 Fresno, CA 
Lansing, MI 5 37 Glendale, CA 
Milwaukee, WI 77 Honolulu, HI 
Peoria, IL ] 55 Long Beach, CA 
Rockford, IL 34 Los Angeles, CA 
South Bend, IN 39 Pasadena, CA 
Toledo, OH 75 Portland, OR 
Youngstown, OH 78 69 Sacramento, CA 
San Diego, CA 144 
San Francisco, CA 127 
San Jose, CA 190 
Santa Cruz, CA 19 
Seattle, WA 129 
Spokane, WA 75 
Tacoma, WA 123 
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Mountain 
Albuquerque, NM 
Boise, ID 

Colorado Springs, CO 
Denver, CO 

Las Vegas, NV 


® ~ 
a= 
w 


wn 
o- = 
OQNLD LWAS 


gang 
om ®D 


-Lo-— 
ooh 


d 
~ 
NN DW ®D 


DNNNM ND > 


© 
on 2-8 
-~olaolonn! w 


=~ | 


| 
@ 
~ 

nm 
~ 
Ae) 
S 


hwanwnc=-/ CC! 


p+ —=— MY N 
Nwo--DhNO | 
Ae) > Ww 

Ca a2CC 


anNnunwono & WN 


W.N. Central 448 

Des Moines, IA 91 63 23 
Duluth, MN 18 14 

Kansas City, KS 25 12 7 
Kansas City, MO 83 58 19 
Lincoin, NE 48 39 8 
Minneapolis, MN 69 41 16 
Omaha, NE 104 79 16 
St. Louis, MO 94 52 22 
St. Paul, MN 81 49 20 
Wichita, KS 62 41 15 


U: Unavailable —:No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
‘Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
‘Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 
** Total includes unknown ages 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 


provisional 4-week totals February 24, 2007, with historical data 


DISEASE DECREASE INCREASE 
Giardiasis 
Hepatitis A, acute 
Hepatitis B, acute 
Hepatitis C, acute 
Legionellosis 
Measles 
Meningococcal disease 
Mumps 


Pertussis 


CASES CURRENT 
4 WEEKS 


604 


98 


129 





Ratio (Log scale)* 


ES) Beyond historical limits 


* Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week 
periods for the past 5 years). The point where the hatched area begins is based on the mean and two standard 


deviations of these 4-week totals 
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